A SINGLE lady, aged about 50, connected with a teaching sisterhood, consulted me on May 8, 1909, about an abdominal tumour. The abdomen was very large, measuring at the most prominent part 40 in. in girth, and was occupied by a smooth solid tumour that had grown gradually for several years without any distressing symptoms and without interfering with a strenuous life. Lately, however-that is, for the past fortnight-the breathing was interfered with and the weight of the tumour was felt to be a burden. She became weak and exhausted and unable to carry out her duties. The menses were normal and had always been regular, and both the bladder and bowels were normal all through. Lately the abdomen had become somewhat tender, and her condition was approaching one to which the word "nmiserable " might soon be applied. The tumour occupied the middle line, was freely movable, and in the absence of menorrhagia, &c., was diagnosed provisionally as probably a solid ovarian. Owing to the objections of the patient, we were unable to make a vaginal examination. This was of the less importance as an operation was evidently required, and the exact nature of the tumour would be declared by the exploration, and could be dealt with just as well, no matter what the nature of the tumnour might be. We easily satisfied ourselves that the tumour was not physiological, and recommended an operation as soon as convenient.
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OPERATION.
Four days afterwards I opened the abdomen and found the tumour to be a large solid fibroid, which at the lower part dipped into the pelvis and originated in the fundus uteri. The upper part of the tumour very nearly reached to the ensiform cartilage. Its weight was afterwards found to be 12 lb. The tumour seenmed to be very far forwards, projecting at an abnormal distance from the spinal column, but this when noticed was ascribed to sterilized pads that were used to keep the intestines well out of the field of operation. The broad ligaments were tied off, both ovaries being left behind, and the uterus was removed in the usual way, the peritoneum being closely stitched over the end of the cervical stump.
Enormous Hamrnatocele found.-On removing the sterilized pads we found a mass behind the intestines between them and the spinal column, and we could see through the translucent peritoneum that the mass consisted of a dark layer of blood fully an inch in thickness spread over the front of the spinal column and the region on each side. The hamatocele-for such it was-went up between the layers of the mesocolon and for sorme distance between the layers of the mesentery, even up to the hilum of the liver. It diminished in thickness towards the pelvis, but existed over the sacral promontory. At the time the hamatocele was first discovered, the broad ligaments did not contain any blood, but gradually and slowly filled up, the blood-supply coming down behind the peritoneum from the enormous heematocele that existed above. The peritoneum covering the posterior wall of the abdomen was so tense from the pressure of the blood beneath it that we were afraid the thin serous membrane might rupture and a gush of blood take place that would be immediately fatal. I placed a glass drainage-tube in the right broad ligament, bringing it out of the lower end of the cceliotomy wound, and closed the abdomen as expeditiously as possible. The anasthetist now informed me that the pulse was good, and only accelerated by a few beats from what it was at the beginning of the operation. It was then 100, and was now 108. The comparatively rapid pulse we had noticed before operation was ascribed to nervousness, but we now felt inclined to attribute it to a pre-operative rupture of a vein, and to a gradually increasing venous haemorrhage that had probably been going on slowly for two weeks before operation. I saw the patient at the end of this year (December 28, 1909) . She had been working strenuously for the past three months. The cicatrix was good; a minute sinus closed by a small granulation showed the spot where the tube had been. The abdomen was now quite flat, and no evidence of the haematocele existed. The contour of the front of the spinal column could be easily felt.
REMARKS.
Pelvic heematoceles of a certain size and position are comparatively common, but are mostly limited to the broad ligaments. They are usually connected with a ruptured extra-uterine tubal gestation. These haematoceles are sometimnes post-operative, the result of the puncture of a vein in the broad ligament by the needle that carries the ligature. This danger is now so well understood that it hardly ever occurs, and its occurrence would indicate an operative fault of great rarity and one not difficult to avoid.
When we opened the abdomen the tumour filled the whole space and was very prominent. The intestines were covered with sterilized dabs and seemed rather prominent, but nothing was thought of that till the uterus was removed. The peritoneum had been stitched together over the cervical stump, and we were proceeding to remove the gauze dabs wvhen we found the intestines were pushed forwards and that there was a mass of something behind the peritoneum. Through the peritoneum we could see a lake of blood, homogeneous in appearance and very tense, whether quite fluid or not we could not say, but probably measuring several pints in quantity. The liver and stomach lay away behind in a deep valley. The crest of the swelling was on a level with the colon. That we might have some connexion from without with this sea of blood, I passed a glass drainage-tube into the right broad ligament, which was then empty of blood. A small quantity of blood came from the tube for the first few days. Gauze was then substituted. The aseptic condition was fortunately maintained throughout, as a septic condition of that mass of blood would have had rapidly fatal effects. One danger of sepsis lay in the operative technique, but the proximity of the intestines to the heematocele was another source of danger had the bowels been troublesome. The intestines, however, kept their germs at home, and the blood kept pure and was reabsorbed. The blood was not nearly absorbed by June 17, 1909 , when she passed from under my care. In December, when I last saw her, the hsemorrhage had entirely disappeared. In my opinion the haemorrhage had been very gradual and had occurred during the fortnight previous to operation. None had occurred after the operation. The regular, austere, clean life of the patient was a great factor in her recovery. As to the mechanism of the haemorrhage, we can only surmise the rupture of a distended vein, similar to the ruptures that occur in varicose veins of the leg and the effusion of the blood behind the peritoneum.
We have not been able to find a similar case recorded. Probably there are such, as the other circumstances of the case are common enough, and we hope some references may be obtained from the audience this evening.
The position of the operator when he discovered the presence of the effused blood was not an enviable one, and the operation, which had MH-14b proceeded so far successfully, seemed all at once doomed to failure. The friends were told that recovery was almost impossible and that the end might be any time. It is probable that the insertion of the drainagetube into the broad ligament was not. necessary, nor perhaps advisable, and was more likely to do harm than good. It was used from a feeling that we were thereby in touch with the " enemy," and was used on the spur of the moment when it seemed most desirable to have the patient safe in bed before the inevitable collapse occurred.
The PRESIDENT said the largest pelvic haematoma he had ever seen had a traumatic origin. A young married woman was about to sit down on a chair,. when a friend in play drew it back, and she fell rather heavily to the ground. All the symptoms of shock and severe h.Tmorrhage followed, and when he saw her, some forty-eight hours afterwards, the pelvis was full of blood and the area of dullness extended from one iliac crest to the other. The expectant plan of treatment by ice, externally and internally, was followed. She recovered, but there was a state of invalidism for some three years. This was years ago, but now the important question in many cases of haematoma, haematocele or other, was that of interference. It was often a nice point, as between the risk of suppuration and sepsis, where, as in the case he quoted, suppuration had not occurred. He referred to true hamatoma, not hamatocele. He understood from Dr. Alexander that there had not been any recent injury in his case. Cases of extensive hematocele from rupture of varicose veins in the broad ligaments had before been recorded in the Obstetrical Society.
